Introduction
This paper aims to start filling a relevant gap 1 in our knowledge concerning the implementation of the Brazilian National Program for Improving Access and Quality to Primary Care (PMAQ). This program was adopted in 2011 to improve the quality and performance of the primary health care in Brazil, which is broadly known through its main policy: the Family Health Strategy (FHS). Both the program itself, as the analyses conducted about it until now, either overemphasize the results of performance indicators, predominantly result measures, or use those results to develop further studies 2, 3 . The PMAQ is currently in its third round and its implementation process is still underinvestigated. So far, little research has drawn attention to implementation issues, developing qualitative studies or policy process analysis focusing on health team actions and perspectives. Amongst these, studies by Cunha et al. 4 and Telles et al. 5 are good examples. The study by Cunha et al. 4 aimed at observing the perceptions of health professionals and managers of the PMAQ, revealing that the implementation of the PMAQ depends on the involvement of local managers and did not bring about changes in the performance of clinical practices. Telles et al. 5 verified how health professionals evaluate the results and the impact of PMAQ on health care organization, highlighting the lack of knowledge of professionals regarding the program and their discontent due to an absence of feedback regarding the results of it. In other low-and middle-income countries, these aspects are widely explored 6, 7, 8 by diverse methods and types of data collection, considering contextual issues and contradictory organizational problems.
The PMAQ aims to increase access to and improve primary health care, guaranteeing comparable national, regional, and local standards of quality. Among the specific PMAQ objectives are: (i) to promote quality and innovation in primary care management, strengthening self-assessment, monitoring and assessment, institutional support, and permanent education processes in the three spheres of government; (ii) to improve the use of information systems as a primary care management tool; (iii) to institutionalize a primary care assessment and management culture in the Brazilian Unified National Health System (SUS), based on the follow-up of processes and results; (iv) to stimulate the focus of primary care on the service user, promoting management processes and transparency 9 .
PMAQ is as a program designed to impact the quality of primary care by strengthening its evaluation and institutionalizing an assessment culture, involving and mobilizing primary health care professionals.
Theoretical studies on implementation have considered the perceptions and actions of street-level bureaucrats (or front-liners), as well as the institutional and organizational contexts or constraints of street-level bureaucracies 10, 11 . This literature offers three main themes and concepts that influence the actions of front-line actors during implementation. They can be considered drivers for successful implementation and change, which has to do with the knowledge and attitudes of front-liners regarding the program/policy. Those factors are considered essential to better understand the front-liners' adhesion. Moreover, reasons for adhering, associated with knowledge, are employed to explain the way they engage or participate (or not) in implementation amidst contextual factors such as workload and other types of pressures, and with organizational capacity of the institution where such implementation takes place. This means that front-liners' knowledge and perceptions about programs directly affect the way they act and participate in the implementation process. Their actions and perceptions are also influenced by contextual issues/pressures related to the organizational capacity of the institution for service delivery.
This literature has been showing that greater levels of knowledge and involvement/participation of front-line workers tend to lead to an implementation with greater potential for change and improvement. Low levels of organizational capacity can negatively influence the way they participate in programs. Regarding the implementation of pay for performance programs, specifically, an absence or low levels of those policy drivers can contribute to the emergence of alternative logics, such as gaming and cheating during the implementation process 12 . From a policy perspective, we can argue that contexts with low organizational capacity and under-funded health systems, where there is a considerable amount of pressure to obtain performance targets/goals, may be more prone to generating unexpected results or alternative logics in the implementation of rational programs. In those contexts, the low performance of implementation drivers may contribute to the emergence of unexpected outcomes or alternative logics.
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This article employs those policy or implementation drivers to explore the perceptions of frontline health care workers -managers, nurses, community health workers, and doctors -about the second round of PMAQ and associate those perceptions to their evaluations concerning organizational barriers to the implementation of primary health care services. The research was carried out in selected health care units in Goiânia to interview local managers and health teams, and at the Municipal Health Secretary (SMS) to interview district managers. An active search was also made to locate and interview doctors who were no longer working in the FHS during the period of the research. Our main questions were: How have front-line workers adhered to PMAQ? What are their perceived impacts of the program? What is the relation between the front-liners' perceived impact of the PMAQ and the way they evaluate the organizational capacity of the FHS at the frontline?
The city of Goiânia, capital of Goiás State, located in the central region of the country, can be regarded as a relevant example for structural and informational/management problems that may influence the implementation of a new assessment and monitoring culture in primary health care units. According to PMAQ data, Goiânia has inadequate infrastructure for the accomplishment of FHS, where 51.2% of the health units did not have a procedure room, 34.9% did not have a pharmacy, and 25% in which community health workers do not amount to the minimum team 13 . Nationally, those percentages correspond to 53.2%, 34.9%, and 15.3% of health care units. Also, in Goiânia, 44.1% of the team declared that the management made information available to assist with analysis and 44.8% of the team declared that they received monthly consolidated reports from the information system. Those percentages are 75% and 82.5% in Fortaleza (Ceará State), 96.9% and 85.4% in Recife (Pernambuco State), and 86.8% and 85.9% throughout Brazil 14 .
Current state of knowledge about PMAQ
The literature about the PMAQ results almost entirely from the Brazilian Ministry of Health database 2, 3 , originating from the assessment research undertaken by the Brazilian Ministry of Health itself, in which representatives of the public health community in Brazil were and are involved. Therefore, a wealth of research is available in Brazil, generating new knowledge about the diverse configurations and formats of Brazilian primary health care. However, a large part of this research remains unpublished. There are also thousands of micro experiences reported in the "practices community" that are not registered in a systematized or analytical way. This is a virtual community involving primary care practitioners from all over the country.
Therefore, a relevant gap in the Brazilian literature about PMAQ can be observed due to the prevalence of quantitative analyses in comparison to qualitative or process analyses of PMAQ. Saddi & Peckham 1 have already analyzed the relevant gap on PMAQ from the perspective of global health and public policy and highlighted some implications for research and policy.
Method
We adopted a contingent mixed-method approach 15 , in which qualitative data are summarized, counted and sorted, and integrated with quantitative data. We finally use a qualitative analysis to further understand those integrated results.
Semi-structured questionnaires were used to identify front-line actors' main perceptions about the PMAQ (qualitative) and to associate these perceptions with the evaluations of the actors, concerning organizational barriers to the implementation of FHS (quantitative). Most of the semi-structured interviews occurred between March and April 2015 and during September 2015, and additional ones occurred in January and February 2016. Questionnaires were applied to 124 healthcare professionals, comprising 10 local and 12 district managers and 102 workers from health teams: 55 community health workers, 27 nurses, and 20 doctors. We employed a mixed method sampling strategy, in which purposive sampling is more dominant. The sampling process involved consecutive phases where we selected health districts (HD), health units, health teams/team members. Based on the SMS list of health districts and basic health units, and with the collaboration of SMS managers at this first step, we selected three HD, representing those where FHS is more representative in Goiânia. We selected an old district with a tradition of conducting research -due to its geographical proximity to the University Campus I -and two younger districts where research was needed, consisting of neighborhoods where the lowest-income population resides in the city. The research team proceeded with the selection process, considering the time and restriction of resources, randomly selecting 4 units in each HD, and afterward making sure PMAQ had been employed in the unity and local managers were willing to collaborate with the research. Telephone calls were made to local managers, and all of them certified their interests in collaborating with the research. For each unit, we decided to research two health teams (total number of health teams in the sample = 24) on the condition they had a doctor during the time of PMAQ. Health teams included comprised about 33% of the health teams in each of the HD selected, and about 19% of the total health teams implemented via the FHS in the city (total number of health teams in the city = 130) 16 . Members of the health teams were chosen conveniently, on arrival at the health unit. Whenever the doctor who participated in the PMAQ was no longer working at the unity, we made an active search to locate him/her. Their contact was given by members of the team.
The application of questionnaires lasted between 30 and 45 min and was undertaken by the main investigators (F.C.S.) and three graduate students (A.K.C.S., H.R.A. and D.S.C.). To develop the research, the main investigator contacted the manager of the health units and scheduled a fieldwork date. Health district managers were approached after a meeting at the SMS. Participants were presented with a research information sheet and briefed on the confidentiality and anonymity of any information provided. A signed consent was obtained from each participant.
Most units involved in the study (83% of them) are small or medium, with at most two teams of health professionals per unit. Teams had on average between 2 and 8 community health workers. We interviewed between 2 and 6 community health workers/team. All the nurses of the 12 teams and some nursing technicians were interviewed. There was one doctor per team, and 15 of them were not working in the unit during the period of the PMAQ. Given this turnover of doctors in primary health care, we developed a research strategy to look for doctors who had worked in the unit during the 2 nd round of the PMAQ, to locate them in other jobs and/or cities. Doctors' contact details were provided by members of the health team, and we have also performed internet searches. We managed to apply questionnaires to a further 15 doctors in January and February 2016, four of them living in other cities.
Semi-structured questionnaire
The questionnaire contains open questions about the reasons for adhering to the PMAQ; open-ended questions asking whether changes occurred in the working process during the PMAQ, which changes were these, and if the PMAQ improved the quality of care; as well as open questions about innovations and difficulties. They also contained closed quantitative questions where respondents evaluated (from 0 to 10) the organizational capacity of the health unit. In the analysis, as we will see, we firstly adopted separate but concurrent qualitative and quantitative analyses, followed by a descriptive statistical analysis during the integration phase.
Concurrent qualitative and quantitative analyses: constructing the variables
Categorical data coming from questionnaires was used to build the indicators level of perceived impact of the PMAQ (Perceived-Impact) and reasons for adhering to PMAQ (Reasons-Adhering), whereas numerical data was employed to determine the variable levels of organizational capacity (Organizational-Capacity).
Perceived-Impacts were classified into three levels (high, medium and low), combining two answers from the questionnaire ( Table 1) "improvement of quality" and for one of the following questions regarding changes in the working process: (3) created work overload or (4) did not alter my work routine. Finally, Perceived-Impact was classified as low if they answered 'no' for improvement of quality and indicated one of the following questions, regarding changes taking place in the working process: (3) created work overload, (4) did not alter my work routine, or (5) other. The Reasons-Adhering and Perceived-Impact indicators were constructed according to local managers and to each type of health work professional. Reasons-Adhering reveals the perception of the actors during the PMAQ implementation (Table  2) . Reasons-Adhering was classified based on the reasons given by workers, in open questions. We conducted a content analysis on the main answers, summarizing them by type. We counted and attributed percentages to those types, which were ranked to reveal the main reasons for adhering to the PMAQ.
In the organizational capacity section of the questionnaire, health workers evaluated the organizational capacity of their unit, giving a score from 0 to 10 for items such as availability of professionals, medicines, materials, vaccinations, infrastructure, and safety. Based on this data, we calculated the general mean attributed to the FHS organizational capacity, for these units and actors (Table 3) . We also calculated the confidence interval (CI) for those results. Based on the calculation of means, we transformed or classified the general mean of Organizational-Capacity into three distinct levels: high (> 7), medium (> 5 < 7), and low (< 5), and performed a bootstrap for percent analysis in the IBM SPSS (https://www.ibm.com), that generated the CI (%) for each level and type of health worker. Descriptive statistics were performed through the SPSS.
We also developed a content analysis of the two open questions regarding information about innovations and difficulties related to the PMAQ. The answers were summarized or synthesized by themes underlined by respondents and associated with implementation drivers.
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Final data integration: hypothesis and analysis
We finally integrated the variables Perceived-Impact and Reasons-Adhering (Table 2) , and the variables Perceived-Impact and the Organizational-Capacity (Table 4) through two cross-tabulations/descriptive statistics and narrative, to explore the relations between them by type of professional and through all front-liners. In the tables, we compared front-liners with different types of Reasons-Adhering (Table 2 ) and distinct Organizational-Capacity (Table 4) , both associated with the Perceived-Impact variable. Firstly, we tested the hypothesis ( Table 1) that associations between Reasons-Adhering are negatively associated to Perceived-Impact, due to a top-down type of adhesion, characterized by lack of knowledge and low participation, which negatively influenced the front-liners' perceived impact of the program. We also test the hypothesis ( Table 4 ) that high levels of organizational capacity positively influence the front-liners' perceived impact on the program, while low organizational capacity negatively influences their perceived impact. Therefore, in agreement with the literature on implementation, our general hypothesis is that both the Reasons-Adhering and Organizational-Capacity variables influenced the Perceived-Impact on the frontline. In each one of the two cross-tabulations, we calculated the Pearson chi-square test to obtain the p-value, which would be the probability of encountering a significant relationship between the variables.
Cad. Saúde Pública 2018; 34(10):e00202417 The existing connections between the results of these two cross-tabulations are further explored and interrelated via narrative, considering the field-work diaries and perceptions regarding difficulties and innovations related to the PMAQ implementation.
This research was approved by the Federal University of Goiás Research Ethics Committee/National Research Ethics Committee (CONEP), registration n. CAAE 26584514.3.0000.5083 of May 2014.
Results and discussion
Characteristics of respondents
Among the 22 managers who participated in the research, 12 of them were health district managers and 10 were local managers at the units. 50% of local managers (n = 5) worked in the units from 8 months to one year, amongst whom a considerable part (60%, n = 3) had a high degree of understanding of the PMAQ since they occupied previous positions in HD or the SMS. As for the nurses, 51.9% had between 11 and 20 years of experience with the FHS. All of them were in FHS at the time of the PMAQ and acted directly on its processes of management discussion, data collection, and registration, playing mainly a leadership role in this process in the health unit. In terms of community health workers, the mean working experience in FHS was 11 years, and 25% consulted the nurses to answer the question about the improvement of quality due to the PMAQ. Nurses had more knowledge and control over the process, while community health workers generally had to perform other tasks concurrently, such as visits, work in triage and in the reception of the units, and with other/new demands.
Regarding the doctors, the FHS is characterized by a significant turnover of doctors. Firstly, we managed to apply questionnaires to 5 doctors in 2015, and with the adoption of an active search strategy, we managed to interview doctors who were no longer working at the FHS during the research period but were there during the time of PMAQ.
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Levels of the Perceived-Impact of the PMAQ
Regarding the actors' Perceived-Impact of the PMAQ, a cross-tabulation (Table 1) shows that almost half (52%) (n = 65) of the front-line health workers from the sample hold a low Perceived-Impact, while 27% hold a high Perceived-Impact (Table 1) . If we analyze the results by types of front-liners, they show that 56% of the nurses (n = 15) have a high Perceived-Impact. What also draws our attention is that 56% of community health workers (n = 31) and 80% (n = 16) of the doctors hold a low Perceived-Impact. A more balanced perception can be observed amongst managers, with 36% (n = 8) with low Perceived-Impact and 45% (n = 10) with medium Perceived-Impact.
It is interesting to observe that nurses' and community health workers' Perceived-Impact are distributed between the high and low levels, while those of local managers' sit between medium and no response. The most significant level for nurses was high, and the most significant level for community health workers was low. This explains the community health workers' more critical perception and/or greater resistance to the PMAQ when compared to nurses. Nurses assume a managerial or coordinating role in the team, and the same occurs with the PMAQ. Therefore, being more involved with and knowledgeable about the PMAQ explains the nurses' higher Perceived-Impact in comparison with community health workers, and the proximity of a health district and some local managers regarding the SMS management explains the medium Perceived-Impact among managers, as they are in an intermediary position between the SMS and the frontline.
Perceived-Impacts and reasons for adhering to PMAQ
We have also made a cross-tabulation between Perceived-Impact-PMAQ and Reasons-Adhering-PMAQ (Table 2) . When observing reasons for adhering to PMAQ, for 46% (n = 57) of health workers this was due to the PMAQ being imposed by the SMS. Only 26% (n = 32) said that they had adhered to try to improve service quality. This result suggests that a top-down, non-participative culture of adhesion may have been prevalent in the initial PMAQ implementation process. According to the implementation literature, lack of adherence and knowledge does not favor engagement or participation of front-line workers in the implementation process.
The Table 2 also reveals that there is a significant (p = 0.007) relation between low PerceivedImpact and reasons for adhering to the PMAQ (total n = 65, 52%). This relation is significant for all types of front-liners, and more expressive in terms of the reason "imposition from policy makers/ managers" (total n = 74, 48%). Additionally, in Table 1 , we observe that low Perceived-Impact is also associated with work overload or does not lead to changes in the working process or work focus on the program goals. Table 2 also shows that there is a significant relation (p = 0.005) between high Perceived-Impact and reasons for adhering to the PMAQ (total n = 34, 27%). This was the most expressive relation for nurses and community health workers and regarding the reason "improvement of quality" (n = 14, 41%). Additionally, in Table 1 we observe that for all categories of front-liners (n = 17, 14%) the fact that high Perceived-Impact is associated with "produced innovative changes in the working process" was significant (p < 0.05).
This means that, at the front line, high Perceived-Impact is strongly associated with what could be considered as a high level of policy knowledge and understanding regarding the program, as well as a more effective quality improvement. Low Perceived-Impact, on the other hand, was highly associated with a top-down type of adherence, low level of knowledge, and prevalence of challenges regarding quality improvement during the work process.
The relation between medium Perceived-Impact and adherence was also significant, and more expressive for managers (45%, n = 10) and regarding the reason "improvement of quality" ( Table 2 ). We also observed that medium Perceived-Impact (Table 1) is associated with "did not alter my work routine" or "work done with resistance and without support." Though medium Perceived-Impact is associated with the Reasons-Adhering, they are also interconnected with barriers to implementing quality improvement.
Adherence to the PMAQ, except for managers and nurses, was deprived of knowledge about the PMAQ, and of its valorization at the frontline. In fact, the PMAQ was perceived as a top-down policy, with a partial participation of front-line professionals, and was more focused on the participation of nurses. The field diary showed that in only two units was there a group participation by all the professionals of the team in the discussions and planning of the PMAQ, with the participation of doctors being less evident.
Associations between Perceived-Impact and levels of Organizational-Capacity
Cross-tabulation made between front liners Perceived-Impact-PMAQ and their evaluation regarding the organizational capacity of the unit presents some additional information regarding challenges involved in the implementation process of PMAQ. Managers' evaluations regarding OrganizationalCapacity were distributed between high and medium levels (Table 3) . Community health workers, doctors, and nurses concentrate their evaluation at the low Organizational-Capacity.
There is a significant relationship between low Organizational-Capacity and Perceived-Impact-PMAQ 47% (n = 58) (p = 0.040) ( Table 4) . This relationship is more expressive for low and medium levels (45%, n = 29; 43%, n = 9) of Perceived-Impact, for community health workers, nurses, and doctors, respectively. Additionally, we observed that there is a significant association between medium Organizational-Capacity and low Perceived-Impact (p = 0.013) (Table 4) , with 54% (n = 35) of the front-liners with low Perceived-Impact attributing scores lower than five for organizational capacity, for all the front-liners involved. The relationship between high Organizational-Capacity and medium Perceived-Impact is relevant in the case of managers (n = 12, 67%).
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Such interconnections are confirmed by the responses given to the two open questions regarding PMAQ-related innovations and difficulties/challenges. Regarding innovation, the actors underlined the mapping of the area and consequent organization of the work; however, this statement was accompanied by observations such as "we did not follow through with the evaluation". It was also reported that the discussion was good on the PMAQ, but there was no continuity. Managers and some nurses already highlighted adequacy in the evaluation system of the charts. Additionally, it is worth pointing out that nearly half the interviewees did not respond to the question regarding innovation generated by the PMAQ, and that, when reported, this was done principally by managers and nurses, and this as a general report is related to the question of a lack of continuity.
In terms of difficulties for the implementation, the themes about lack of support or guidance for the work of the PMAQ, a lack of dialogue/feedback and structure to realize the work, and the resistance of professionals were recurrent. Some of the respondents further underlined that they had to do some cleaning, arrangements, or make-up in the unity for the realization of the PMAQ collection. Even the actors who reported innovation themes regarding the PMAQ, also made these observations concerning difficulties or alternative logics prevalent during the implementation. Therefore, themes regarding the lack of knowledge and low levels of participation were also recurrent and associated with the lack of organizational capacity. In a contradictory but meaningful way, they were associated with some innovations by half of the front-liners.
Front-line actors said they did not directly receive the PMAQ resources. It was also noted that half of them did not expect that financial incentives would be passed on to the team. The international literature shows that, in a context of low organizational capacity -where front-liners must answer to competing demands, and hold various motives to participate in the work process -, the influence of financial incentives is partial or requires adaptations/changes to take place. Such knowledge allows us to argue that the transference of the financial award would not necessarily have highly affected the actors' perceptions about the PMAQ, giving the overload of work and other challenges they face in the work process in the FHS. Further research is needed on the subject.
Discussion with the PMAQ literature
Few studies about the PMAQ present relevant policy analyses and results about the PMAQ's implementation at the frontline. They show that the adhesion to PMAQ at the frontline indeed follows a top-down pattern. Managers and front-liners do not effectively know the program 17 , as they cannot talk clearly about its phases of development 5 . Front-liners' knowledge about the program is dependent on how they relate to managers or on the strategies adopted by managers in the delivery of the program 4 .
Qualitative studies developed in health units in the states of São Paulo and Rio Grande do Sul reveal that the PMAQ did not bring about improvements in clinical practices or in the work process. Front-liners' perceptions about the PMAQ were also associated with lack of feedback and difficulties in accessing PMAQ's data 4, 5 . Commonly, those studies highlight that implementation strongly depends, among other factors, on the attitudes of managers during the process 4, 5 .
However, two studies conducted in small municipalities in the Rio Grande do Norte State develop a comparatively more positive analysis about the program 18, 19 . Authors assert that the adoption of the program revealed a momentary motivation among front-liners, being the program afterwards characterized by low levels of participation. Even though, the PMAQ did start to bring some changes in the work process. In those two small municipalities, the authors understand that front-liners held a good knowledge about the PMAQ, due to attitudes of the managers during the process 18, 19 .
A systematic review 20 shows that some difficulty was present during the implementation of the PMAQ, such as: lack of physical structure, the necessity to better qualify the work process of health teams, and low levels of management. They state that PMAQ did not manage to re-orient the work process due to difficulties found during the implementation. Those difficulties enable us to under-Cad. Saúde Pública 2018; 34(10):e00202417 stand why/how the front-liners' perception about the PMAQ tend to vary but remain in a middle or low level by those who effectively worked in the implementation of the program.
All those studies, developed in different units in diverse parts of the country, together with the results presented for Goiânia in this paper, bring some important and broader policy challenges/ questions about the PMAQ -related to how a top-down type of public policy can become a practice. The integration of front-line workers in the work process, as well as their relationship with managers, seems to be a relevant aspect of the process. Increases in feedback and use of data regarding the PMAQ could also contribute to increase knowledge and participation on it. The strengthening of PMAQ's implementation is, therefore, strongly associated with how the program is developed in complex scenarios, in which health workers must cope with several demands. Thus, investments in the organizational capacity of the unit would foster and facilitate workers' participation in the PMAQ.
Those pathways, which will contribute to enhance front-liners' knowledge, participation, and perceived impact about the PMAQ, need to be further explored/discovered by other policy/system analyses, as well as followed by both managers and front-liners, together. It would be important to consider the differences in those pathways/routes between municipalities with different levels of income/population and patterns of management to discover the relations/associations between relevant policy variables and types of actors.
Limitations
The small sample size, significantly comprised of more nurses and community health workers than managers and doctors, is acknowledged as a study limitation, specifically in terms of descriptive statistics. However, the sample represented all members of the teams that were involved in the implementation of the PMAQ and reveals the reality of the FHS. Further studies, based on qualitative and quantitative data, need to be developed, seeking other factors that could be further conceptually inter-related.
Conclusion
Local managers and nurses (chiefly) are the main professionals participating in PMAQ, followed by community health workers. Most doctors are either not involved or primarily tend to take part only in initial discussions. The fact that front-liners do not hold a high level of knowledge regarding the PMAQ might also contribute to generating ambiguities/alternative logics regarding the PMAQ during its implementation 10 . Moreover, the challenging organizational context of the primary health care (with a lacking/fragile culture of evaluation and excessive workloads) affects the health worker involvement and their perceptions of PMAQ.
A program aimed at promoting continuity and change in the evaluation culture would have a greater probability of achieving results (or improving its results) if the participation of its actors is stimulated during the policy process: generating better knowledge, understanding, and valorization of the program at the frontline.
In the short term, interactive or dialogic strategies could be adopted to better engage and include more actors in the process. Therefore, the improvement of the PMAQ implementation would entail the qualitative improvement of PMAQ results. This would enhance the levels of Perceived-Impacts, as well as the credibility/legitimacy of PMAQ at the frontline, facilitating the work related to the PMAQ implementation and external evaluation.
Moreover, this study reveals the need to deepen the comparative knowledge between municipalities or regions and types of units regarding who actually participates in the PMAQ and how this participation really takes place. This would mean verifying: (1) if and to what extent the nurse is indeed the main actor involved with PMAQ, (2) how the other members of the health team (and doctors especially) participate, (3) what is truly involved in the PMAQ-related working process at the unit, (4) what are the alternative logics that might affect this process and (5) Therefore, more contextualized public policy or health policy research, focusing on front-line workers, could be implemented and used to better explore other variables and strengthen the adoption of innovative strategies that could potentially improve the PMAQ and FHS at the same time. 
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